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Endoscopic placement of a stent to resolve the obstruction offers many theoretical advantages, thereby converting an emergency situation to an elective condition. A proper bowel preparation and a complete colonoscopy can be performed before surgery.
Two prospective randomized studies by van Hooft et al. [4] and by Pirlet et al. [5] Mortality and morbidity rates for emergency surgery performed for correcting malignant colorectal obstruction are 15-20 and 50%, respectively, as opposed to a mortality and morbidity rate of 0.9 and 6% when patients undergo elective surgery for the same purpose. Surgical resection (potentially curative) or palliative colostomy is the traditional form of surgical treatment for clearing the malignant colorectal obstruction. Resection and stoma formation in one procedure, followed by the restoration of continuity in a second proce-reported that 18 out of 77 patients had open or sealed perforation after stenting.
More recent studies have shown improved results of using endoscopic stenting in treating acute malignant colorectal obstruction [6, 7] .
These improved results may be related to increased experience or to proper patient selection.
In the last 16 years, we have placed colorectal stents in more than 220 patients. In 20 patients, stents were placed to correct acute obstruction. In our experience, there 522 has been no case of mortality or major morbidity. We have learned a few facts that are worth reporting here. Endoscopic stenting in this clinical setting is not a "simple procedure." This procedure should be performed by those who have received adequate training and also in ideal conditions such as conducive environment and availability of the right instrumentation and expert assistance.
Endoscopic stenting should be performed in elective-semi-elective conditions and endoscopic stenting should be avoided in emergency conditions. When a stent is placed for correcting a colorectal obstruction during the night time, without proper fluoroscopy and assistance, it can lead to serious complications. A patient with acute malignant colorectal obstruction, unless there is a significant risk of perforation, can be treated conservatively for 1-2 days, which is the time needed to correct any fluid and systemic imbalance, and to place the stent in an appropriate environment, with experienced staff.
Blind manoeuvres should be avoided: many of the difficulties arise in the case of complete obstruction, with sharp angulation of the large bowel above the recto sigmoid junction. The blind passage of the guidewire, only under endoscopic and fluoroscopic control, can lead to the perforation of the large bowel wall which, above the obstruction, is thin, dilated, and partially ischemic. We have used a technique in which a thin pediatric nasogastrocope is passed through the obstruction, so that the guidewire goes above the obstruction, through the nasogastroscope, under direct vision [8] . Even in the case of complete obstruction, the centre of the obstruction is usually soft, and the nasogastroscope, with the simultaneous help of the guidewire, can pass without causing any concern. We do not use the balloon technique for fear of causing a risk of perforation.
The location of the tumour is an important point to be considered. A majority of the colorectal cancers, which presents with acute obstruction, are located in the rectosigmoid junction or in the sigmoid colon. In these situations, a proper evaluation is fundamental. If the patients do not have major, general clinical problems, surgical resection with a primary anastomosis is quite a simple and straightforward procedure. In these selected cases, a low ligation of the inferior mesenteric artery is advisable. It can be difficult to place a stent in these relatively high locations.
In the other cases (middle-upper rectum, inferior aspect of the rectosigmoid junction), stent placement is much easier and it is preferred to a more demanding operation electively [9, 10] (Fig. 1) .
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